ABSTRACT There is a call for greater preparation for the ethical challenges encountered by physicians in their future professional duties. This study in Egypt aimed to reveal problems and perceived needs for medical ethics education of resident physicians working at University of Alexandria hospitals. In a descriptive, cross-sectional survey, 128 residents answered a self-administered questionnaire. More than half were of the opinion that their medical ethics course was ineffective; 56.3% mentioned poor curricular planning. The majority complained that the subject was not tailored to specialties, the course was too short, there was a shortage of resources to facilitate the educational process and that assessment was done for knowledge but not for skills. Problems related to staffing were low staff:student ratios and staff lack of experience. Trainees, regardless of clinical discipline, felt that there was a great need for improvement to their medical ethics education. 
Problems and perceived needs for medical ethics education of resident physicians in Alexandria teaching hospitals, Egypt Introduction
Across graduate medical education, there is a call for more substantive preparation for the ethical challenges encountered by physicians during their residency training and in their future professional duties [1] . is has been viewed as necessary because of emerging evidence that medical residents face unique ethical con icts that are related to their stage of training and also that their ethics training needs and preferences evolve over time [2] . Resident physicians in several studies have expressed a preference for clinically oriented ethics education to prepare them for the dayto-day ethical issues encountered in their work [3] . Data gathered over the past 3 decades also suggest that key differences exist in how men and women professionals approach health care ethics decision-making. Several studies indicate that women residents perceive a greater need for ethics preparation, value it more and see bene t in a more diverse set of educational methods than do men [4] . While ethics training has become a core component of medical residents' education, curricula have been developed without consulting residents about their needs for ethics instruction. ere have also been calls for new approaches in preparing residents for the ethical and professional issues they will encounter.
To our knowledge, there has been no systematic study in Egypt assessing the views of resident physicians on the need for ethics training, with a focus on practical issues. Moreover, li le is known about the educational needs of practising physicians or their competencies in medical ethics in this country.
e current study was predicated on the belief that understanding the perspectives of residents regarding ethics training will assist in e orts to create e ective, valuable ethics education that, in turn, may foster the development of good physicians. It may highlight the importance of ethics education for residents directed at practical real-world dilemmas. Academic medicine may be be er able to ful l its responsibilities in teaching medical ethics and in serving its trainees by paying greater a ention to these topics in graduate medical curricula. For this reason, a survey was conducted to reveal problems in medical ethics education from the point of view of residents in University of Alexandria hospitals and to explore their perceived needs for training about ethics.
Methods

Setting and sample
A descriptive cross-sectional survey was conducted at the 3 university hospitals of Alexandria from August 2009 to September 2010. All physician residents of the faculty of medicine at University of Alexandria, working in 16 clinical departments, were invited to participate in this survey (n = 255, according to the hospital information system, 2008).
Data collection
An anonymous self-administered questionnaire was developed. It covered the demographic characteristics of residents (sex, occupational category and postgraduate year) and residents views about medical ethics education and perceived needs for training. ese were presented as 24 statements related to problems in medical ethics education in 4 domains: planning (8 items), teaching (3 items) assessment (3 items) and sta (11 items). e items were scored as 1 (agree) and 0 (disagree). Residents were also requested to suggest methods by which any unsuccessful aspects of the training could be improved.
O cial approval for implementation of the study was obtained from the director of the university hospitals. A pilot study was conducted on a random subset of residents (n = 30) prior starting the eldwork in order to obtain information that would improve the research plan and facilitate the execution of the study and to test the data collection tools regarding the content, phrasing and order of items. e main obstacle encountered was the poor cooperation of residents in returning the questionnaire. is was due to high workload and shi work pa erns. e response rate was 50.2% and did not di er signicantly by department of a liation.
e ethics commi ee of the faculty of medicine approved the study. Questionnaires were distributed by the investigator herself with a covering letter indicating the purpose of the study, con dentiality procedures and faculty review approval. Informed consent was taken from residents before starting data collection, a er a full explanation of the purpose and aims of the study. Data about residents' names, responses and views remained undisclosed by the researcher. A er data analysis and nal report writing all datasheets were shredded and disposed.
Data processing and analysis
A er data collection, the raw data was coded and scored and a coding instruction manual was prepared. Data were fed to the computer and statistical analysis was performed using SPSS, version 18.0. e signi cance of the results was judged at the 5% level of signi cance.
Results
Respondents' characteristics
Of the 128 residents who responded to the questionnaire, 50.8% were males and 49.2% females. About one-quarter (24.2%) were working as internal medicine residents and 15.6% were specializing in family medicine; a minority were in the departments of paediatrics (6.3%) and psychiatry (3.1%). More than half of respondents (50.8%) were residents in other departments (dermatology, emergency medicine, obstetrics and gynaecology, surgery, radiology and anaesthesiology). Out of the total respondents, 13.2% were 1st year Masters students, 34.4% were 2nd year, 28.1% were 3rd year and only 24.2% were in the 4th year. No signi cant sex di erences were observed among residents according to clinical department (P = 0.528) or postgraduate year (P = 0.724).
All residents received ethics education during their postgraduate years, most commonly in the 2nd year (34.4%). Less than half of residents (47.7%) were of the opinion that the courses were e ective, while 52.3% believed they were ine ective.
Planning problems
Poor planning of curriculum Of the residents who responded, 56.3% complained of poor planning of the curriculum. Signi cant sex differences were observed (P = 0.042), with more males (61.5%) than females (50.8%) agreed that poor planning was a problem (Table 1 ). e majority of residents a liated to family medicine (80.0%) and psychiatry (75.0%) stated poor planning compared with 62.5% of those a ached to paediatrics and 35.5% of those in the internal medicine department (Table 2 ). Over half of residents (56.9%) a ached to other departments mentioned poor planning. ese di erences were statistically signi cant (P = 0.007). e majority of 1st year residents (82.4%) believed poor curriculum planning was a problem compared with 54.5% of 2nd year residents, 50.5% of 3rd year residents and 51.6% of 4th year residents (P = 0.029) ( Table 3) .
Course not tailored to specialties e majority of residents (85.2%) complained that the subject of medical ethics was taught in a generic way and was not tailored according to the particular needs of each specialty. No signi cant di erences were observed by sex (P = 0.893), specialty (P = 0.495) or postgraduate year (P = 0.742) ( Tables  1-3) .
Poor timing of course
Less than three-quarters of residents (72.7%) felt that the timing of the course was inappropriate, i.e. was delivered either too late or too early within the schedule of the residency education programme. No signi cant di erences were observed when sex (P = 0.782), department of a liation (P = 0.059) or postgraduate year (P = 0.684) were considered (Tables 1-3 ).
Course too short
Just over three-quarters of residents (75.8%) felt that the course given was too short. No signi cant di erences were observed when sex (P = 0.617) or department of a liation (P = 0.051) were considered (Tables 1 and 2 ). e majority of 1st year (94.1%) and 2nd year residents (81.8%) commented about the shortness of the course compared with 69.4% of 3rd year and 64.5% of 4th year residents (P = 0.017) ( Table  3) .
Course too theoretical
More than three-quarters of residents (75.8%) felt that the course was too theoretical. Signi cantly more females (84.1%) than male residents (67.7%) stated this problem (P = 0.016) ( Table  1 ). All residents a liated to the psychiatry department stated this problem compared with 75.0% a ached to paediatrics, 67.7% of residents specializing in internal medicine and 72.3% of those working in other departments. Residents specializing in family medicine were the least likely to mention this problem (45.0%) (P = 0.008) ( Table  2) .
Lack of teaching resources e majority of residents (84.4%) stated that shortage of resources to facilitate the educational process (e.g. videos showing di erent ethical dilemmas problem). No signi cant di erences were observed in the responses of residents by sex (P = 0.902), department of a liation (P = 0.472) or postgraduate year (P = 0.294) (Tables 1-3 ).
Overcrowded teaching sessions
e majority of residents (89.8%) complained about the large number of postgraduate students. No signicant di erences were observed in the responses of residents when sex (P = 0.836), department of a liation (P = 0.603) or postgraduate year (P = 0.083) were considered (Tables 1-3) .
Teaching methods
Over-reliance on lectures
e majority of residents (93.8%) criticized the dependence of sta on lectures as a mean of teaching. No signi cant di erences were observed in responses of residents when sex (P = 0.845) or department of a liation (P = 0.428) or year of graduation (P = 0.363) were considered (Tables 1-3) .
Lack of practical sessions
e majority of residents (90.6%) stated that the teaching methods did not include applied practical sessions. No signi cant di erences were observed by sex (P = 0.647) or department of a liation (P = 0.492) or postgraduate year (P = 0.094) (Tables 1-3) .
No teaching by simulation e majority of residents (84.4%) stated that the teaching methods did not include role play or videos. No signi cant di erences were observed in the responses of residents when sex (P = 0.527), department of a liation (P = 0.395) or postgraduate year (P = 0.584) were considered (Tables 1-3 ).
Assessment
Assessed knowledge only e majority of residents (85.9%) stated that assessment was restricted only to knowledge gained rather than skills. is was stated by signi cantly more female residents (95.2%) than male residents (76.9%) (P = 0.017) ( Table 1) . No signi cant di erences were observed in the responses of residents when department of a liation (P = 0.681) or postgraduate year (P = 0.503) were considered (Tables 2 and  3) .
No assessment at clinical rounds
e majority of residents (91.4%) stated that no assessment was carried out during clinical rounds. No signicant di erences were observed in the responses of residents when sex (P = 0.893), department of a liation (P = 0.193) or postgraduate year (P = 0.062) were considered (Tables 1-3) .
Absence of feedback
Almost three-quarters of residents (73.3%) complained that postgraduates did not receive any feedback about their performance as regards medical ethics a er completion of courses in their departments. is was mentioned by signi cantly more female (92.1%) than male residents (63.1%) (P = 0.008) ( Table 1) . No signi cant di erences were observed in the responses of residents when department of a liation (P = 0.738) or postgraduate year (P = 0.746) were considered ( Table 2 and  3) .
Staff
Sta to student ratio low
More than two-thirds of residents (67.2%) stated that the sta to student ratio was low. No signi cant di erences were observed in the responses of residents according to their sex (P = 0.501) ( Table 1) . Signi cant di erences were observed when department of a liation was considered (P = 0.028). Signi cantly more family medicine (75.0%) and psychiatry department residents (75.0%) mentioned the low sta to student ratio as a problem compared with internal medicine (67.7%), paediatrics (50.0%) and residents attached to other departments (66.2%) ( Table 2) . No signi cant di erences in the responses of residents were observed by year of graduation (P = 0.062) ( Table 3) .
Sta inexperienced in medical ethics
Another problem, according to 19.5% of residents, was that teaching sta lacked expertise in medical ethics. No signi cant di erences were observed in the responses of residents when sex (P = 0.197) or postgraduate year (P = 0.092) were considered (Tables 1 and  2 ). Signi cantly more residents a liated to other departments (24.6%) and those specializing in family medicine (20.0%) were unsatis ed with the lack of expertise of sta in medical ethics compared with those a ached to internal medicine (12.9%) or to psychiatry (12.5%) (P = 0.019) ( Table 3) .
Sta too busy
ree-hs of residents (60.9%) stated that teaching sta were too busy. Signi cant sex di erences were observed (P = 0.028) with more males (67.7%) than females (54.0%) believing it was a problem (Table 1) . ree-quarters of residents a ached to psychiatry (75.0%), 67.7% of those a ached to internal medicine department and 66.2% of those a ached to other departments stated that sta were too busy compared with 45.0% of those a liated to family medicine and 25.0% of paediatrics departments. e di erences observed were statistically signicant (P = 0.001) ( Table 2 ). Less than three-quarters of 3rd year residents (72.2%) found it a problem compared with 61.4% of 2nd year residents, 52.9% of 1st year residents and 51.6% of 4th year residents. e di erences observed were statistically signi cant (P = 0.038) ( Table 3) .
Sta lack motivation
Less than two-thirds (62.5%) of residents stated that sta were not motivated and lacked the positive a itudes for teaching process. No signi cant di erences were observed in the responses of residents when sex (P = 0.059) or postgraduate year (P = 0.138) were considered (Tables 1 and 2 ). Signi cant di erences were observed when the department of a liation was considered. (P = 0.002) ( Table 2) . Paediatrics (87.5) and internal medicine residents (77.4%) were more likely to state this compared with 55% who specialized in family medicine and those a liated to other departments (55.4%).
Educational needs
Regardless of level of training or clinical discipline, residents felt that there was a great need for improvement in postgraduate education in medical ethics. Over three-quarters of residents felt that there was a need for faculty sta development through training (76.5%) and increasing the number of those who taught ethics (75.5%). e majority of residents (85.9%) recommended that the teaching of medical ethics should be fully integrated horizontally with the clinical courses and 78.9% of them felt that it should be linked to postgraduate education. Just less than two-thirds (64.8%) recommended that the subject should be taught throughout the medical education course.
The majority of residents recommended that teaching of medical ethics should be more practical (92.2%), with proper selection of e ective teaching methods (91.4%). Figure 1 illustrates the teaching methods recommended by respondents. Nearly all residents recommended case-based learning (94.5%) and clinical a achments in ethics education (93.8%). More than four-hs (85.9%) recommended a combination of formal large and small group lectures or problem-based learning methods (85.2%). Other methods mentioned were project work (73.4%), small group teaching by expert sta (64.8%) and seminars (64.1%). Less than three-quarters of residents (71.9%) felt that assessment should be carried out by clinical sta in their departments.
Women expressed slightly greater need for a ention to ethics education than did men (P < 0.05), with the greatest di erence for the issues of teaching and assessment of medical ethics being fully integrated horizontally with the clinical courses and proper selection of e ective teaching methods (data not shown).
Discussion
e importance of assessing medical ethics education has been established elsewhere [5, 6] . e present study aimed to determine the resident's views of the scope and content of required formal ethics components in the curriculum of University of Alexandria medical school. is survey has provided some information on the current situation of postgraduate medical ethics education at the faculty of medicine and provides some suggestions for improvement.
All the studied residents felt that there was a great need for improvement of the postgraduate medical education in ethics. e residents' preference for integrating ethics throughout their medical education is particularly interesting. A diverse and continuing exposure to the moral dimensions of medical care seems to o er several bene ts. First, it perpetuates the humanitarian tradition within medicine. Secondly, faculty sta can provide role models, especially at rounds, of the relevance and importance of moral practice to good medical care. irdly, courses and rounds together provide an opportunity for students to bridge ethical theory and moral decision-making in medical practice. Finally, it could assist students in de ning their professional role, authority, responsibility and identity [7] . e present study addressed problems facing postgraduate medical ethics education at the University of Alexandria. Issues reported by the studied residents were related to problems of curriculum planning, teaching methods, sta and assessment methods.
As regards curriculum planning, more than half of the total residents surveyed (56.3%) complained of poor planning of the curriculum. A survey of medical ethics education at medical schools in the United States (US) and Canada in 2000 provides a useful comparison with this study [8] . Areas of similarity with our ndings were inappropriate timing of the ethics component in the curriculum, overemphasis on theoretical elements and shortness of the course. Areas of di erence were in poor planning of the curriculum and shortage of resources. However, that survey did not identify a lack of coordination between preclinical and clinical ethics training, perhaps as a result of the greater integration between these in the US and Canadian medical schools. Concerning problems related to teaching methods, most residents of the present study criticized the dependence of sta on lectures as a mean of teaching. ey also reported that teaching methods did not include any applied practical sessions. e residents recommended that teaching of medical ethics should be more practical and use e ective teaching methods. Nearly all residents preferred casebased learning and a aching ethics education to clinical study. In agreement with Levi et al. [9] the present study indicated that small group clinicalbased teaching was widely accepted as the best approach for ethics teaching in this survey. ere is now mounting evidence that small group teaching is an e ective strategy for learning about medical ethics, being superior to lectures for developing moral reasoning skills [10] and normative identi cation with the future profession [11] . However, small group teaching usually requires more sta with the relevant expertise.
Several medical ethicists have introduced the concept of clinical medical ethics [12] [13] [14] [15] . A clinical ethics teaching programme should emphasize the 5 Cs of teaching medical students: clinically based, real patient cases should serve as the teaching focus, continuous during the years of study, coordinated with the students' other objectives, and clinicians should participate actively in the teaching e ort both as instructors and as role models for the students. A more recent e ective teaching method used in our faculty of medicine is the ethics case conference, from which the proceedings are published and made available to all health care professionals.
Concerning problems related to the sta , signi cantly more family medicine residents and psychiatry residents mentioned the low sta to student ratio as a problem. Other studies also reported a core group of ethics teachers within the medical school, with a very few individuals o en responsible for ethics learning, the coordination of ethics teaching and much of the delivery itself [16] [17] [18] . Although a single identi ed person to take responsibility for ethics teaching in medical schools is desirable and recommended by the Pond Report [19] , the fact that an individual is o en so central to all activities within the ethics curriculum raises questions about succession planning. Several recommendations were provided by residents of the present study to improve sta problems in medical ethics education. A need for sta development through training and increasing the number of those who teach ethics were requested by the majority of residents.
As in a previous study [11] , women residents in the present study perceived greater curricular needs for many items of ethics education than did male respondents. e reasons behind this gender e ect are unclear and warrant further research. Because women represented 49.2% of all residents surveyed, and as many as 74% of residents in certain specialty areas, it will be important to determine the pa ern of and reasons for the di erential views of women and men residents related to ethics [20, 21] . Women are an increasingly important stakeholder group in academic medical se ings, and in the present study as with others they had greater unmet needs for ethics training [22, 23] . eoretical and empirical work has shown women placing a greater emphasis on relationships, values, compassion and an overall "ethics of care" in clinical ethics decision-making relative to men, who o en express narrower rationales or more rule-based approaches [24] .
As with other studies [25] [26] [27] [28] , the present study found that residents majoring in psychiatry, internal medicine, paediatrics and family medicine more strongly endorsed curricular needs related to ethical issues. Future work will continue to help clarify whether there are in fact di erent ethics education needs of residents in diverse elds of medicine.
e present study also revealed that a greater need for a ention to ethics in the curriculum was perceived by senior residents at later stages of training. is may be because senior residents are more aware of their unmet needs for ethics training than the junior ones. Moreover, by the time they become senior residents physicians may face more complex clinical and ethical issues and need to deal with these effectively.
In conclusion, this survey, the rst of its kind in University of Alexandria teaching hospitals, raises some important issues for ethics education. is study o ers guidance for the inclusion of novel and important ethics domains in training curricula across medical school and diverse residency programmes. For example, faculty sta responsible for ethics education may wish to review their curricula systematically to ensure that certain topics have been included in their formal teaching programme. In addition, faculty may wish to make sure that topics receive particular emphasis in some specialty areas and to a end to the special interests of women trainees. To be valuable and e ective, new approaches to ethics curricula must be responsive to the current complex ethical environment and a entive to the preferences of residents of both sexes, at di erent stages of training, with di erent patient care responsibilities.
Some limitations to the survey can be noted. It relied on self-reporting about problems of ethics education. It involved a sample at a single institution (only residents of teaching hospitals) and this limits the generalization of results to other se ings. Also the fact that the response rate for the questionnaire was only 50.2% suggests there was a sampling bias. In addition, due to small the number of residents in certain specialties the study did not provide sufcient power to permit more detailed analyses. For example, it appears that psychiatry residents saw the greatest need for additional ethics education in relation to several speci c topics and, possibly, overall, in comparison with their colleagues in other training areas. Whether this is an index of a higher ethical sensitivity, of greater perceived ethical complexity in mental health work, of lesser prominence of psychiatric ethics in training or other explanations is unknown but is worthy of further investigation.
